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2015 -2021 NHAS Goal #3:
2015-2021: Newark EMA Goal #3-3

2015 -2021 SMART Objective (NEMA #3H):

NHAS GOAL #3 (Cont.)

Reducing HIV-Related Disparities and Health Inequities
Increase prescription of ARV to 96% EMA-wide

Identify causes for subpopulations below 96% prescribed ARV

Strategy: Adopt structural approaches to reduce HIV infections and improve health outcomes in high-risk
communities.
Timeframe Respon3|ble Activity Targe_t Data Indicators
Parties/Resources Population

March 2017 Research and Develop tool/template for case study Transgender, Tool or template
Evaluation age and
Committee (REC) ethnicity missing

April 2017 Grantee, EIRC Give EIRCs and providers subpopulation data to and unknown, Instructions provided to
Coordinator/ perform case studies for not being prescribed ARVs. youth ages 19- EIRCs
EIRCs 24 and ages 25-

April 2017 Grantee, EIRC Request individual and summary of findings from 34, and people Report received from
Coordinator providers. with no medical | providers

June 2017 REC & COC Identify system and client barriers/gaps for prescribing | coverage Summary Report of

ARVs.

barriers/gaps to ARVs

Abbreviations:

ARV —Antiretroviral (medications)

CIA — Consumer Involvement Activities

CM — Case Management (Non-Medical)

COC - Continuum of Care Committee

EIRCs — Early Intervention & Retention Collaboratives
NEMA — Newark EMA

PrEp — Pre-Exposure Prophylaxis

RW — Ryan White

CPC - Comprehensive Planning Committee
HERR - Health Education and Risk Reduction
PC — Planning Council

Ql — Quality Improvement

VLS — Viral Load Suppression

CQM - Clinical Quality Management

MCM — Medical Case Management
PDSA — Plan, Do, Study, Act

REC — Research and Evaluation Committee
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2015 -2021 NHAS Goal #3:
2015-2021: Newark EMA Goal #3-3

2015 -2021 SMART Objective (NEMA #3I):

NHAS GOAL #3 (Cont.)

Reducing HIV-Related Disparities and Health Inequities
Increase prescription of ARV to 96% EMA-wide

Implement a quality improvement plan based on findings from objectives 1 & 2

Strategy: Adopt structural approaches to reduce HIV infections and improve health outcomes in high-risk
communities.
Timeframe Respon3|ble Activity Targe_t Data Indicators
Parties/Resources Population
September 2017 | Grantee/ Establish baseline data for those not prescribed Transgender, CHAMP Report
CHAMP ARVs. age and
September 2017 | Grantee, CQM Present findings to the NEMA QM committee ethnicity missing | CHAMP Report
Committee and unknown,
October 2017 Grantee, CQM Work with EIRCs and QM Committee to develop QI youth ages 19- Plan
Committee Plan 24 and 25-34,
October 2017 Grantee, CQM Implement agency specific PDSA and people with | Plan, PDSAs
Committee no medical
November 2017 | Grantee, CQM Monitor PDSA achievements coverage Monitoring Reports
Committee
November 2017 | Grantee, CQM Evaluate effectiveness of QI Plan Assessment Report
Committee
December 2017 | Grantee, CQM Share findings with Planning Council Report by Grantee to
Committee Planning Council

Abbreviations:

ARV —Antiretroviral (medications)
COC — Continuum of Care Committee

EIRCs — Early Intervention & Retention Collaboratives
NEMA — Newark EMA

PrEp — Pre-Exposure Prophylaxis

RW — Ryan White

CIA — Consumer Involvement Activities

CPC - Comprehensive Planning Committee
HERR - Health Education and Risk Reduction
PC — Planning Council

Ql — Quality Improvement

VLS — Viral Load Suppression

CM — Case Management (Non-Medical)
CQM - Clinical Quality Management

MCM — Medical Case Management
PDSA — Plan, Do, Study, Act

REC — Research and Evaluation Committee
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2015 -2021 NHAS Goal #4:
2015-2021: Newark EMA Goal #4

2015 -2021 SMART Objective (NEMA #4A):

NHAS GOAL #4

Achieving a More Coordinated National Response to the HIV Epidemic

Coordinate NEMA located care and treatment and prevention services annually
including the framework of the HIV Prevention Continuum (HPC)

Identify existing NEMA prevention groups

Strategy: Increase the coordination of HIV programs across the Federal government and between
Federal agencies and State, territorial, Tribal, and local governments. Ensure coordinated
planning and program administration.

Timeframe Respon3|ble Activity Targe_t Data Indicators
Parties/Resources Population
January 2017 Comprehensive Request list of prevention groups from the state of NJ | All four Email or other written
Planning Committee Department of Health populations request
(CPQC) (MSM, Youth,
March 2017 Comprehensive Identify sources to survey in the NEMA area to 45+, women of Resource Inventories
Planning Committee determine prevention activities (sources: private color) with (online)
(CPC) doctors, churches, etc.) addition of
June 2017 Comprehensive Review list of providers and identify those located in discordant List of Resources in
Planning Committee | NEMA area couples NEMA

(CPC)

Abbreviations:

ARV —Antiretroviral (medications)
COC — Continuum of Care Committee

EIRCs — Early Intervention & Retention Collaboratives
NEMA — Newark EMA

PrEp — Pre-Exposure Prophylaxis

RW — Ryan White

CIA — Consumer Involvement Activities

CPC - Comprehensive Planning Committee
HERR - Health Education and Risk Reduction
PC — Planning Council

Ql — Quality Improvement

VLS — Viral Load Suppression

CM — Case Management (Non-Medical)
CQM - Clinical Quality Management

MCM — Medical Case Management
PDSA — Plan, Do, Study, Act

REC — Research and Evaluation Committee
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2015 -2021 NHAS Goal #4:
2015-2021: Newark EMA Goal #4

2015 -2021 SMART Objective (NEMA #4A):

NHAS GOAL #4 (Cont.)

Achieving a More Coordinated National Response to the HIV Epidemic

Coordinate NEMA located care and treatment and prevention services annually
including the framework of the HIV Prevention Continuum (HPC)

Assess and establish goals and outcomes of annual care and treatment and prevention

meetings
Strategy: Increase the coordination of HIV programs across the Federal government and between
Federal agencies and State, territorial, Tribal, and local governments. Ensure coordinated
planning and program administration.
Timeframe Respon3|ble Activity Targe_t Data Indicators
Parties/Resources Population
April 2017 REC Develop a survey to identify current gaps, barriers, All four Survey
problem areas that are in our NEMA region populations
July 2017 CPC, Planning Implement survey to targeted groups (MSM, Youth, Instructions &
Council (PC), 45+, women of Dissemination Plan
Consumer Involve- color) with
ment Activities (CIAs) addition of
September 2017 | REC, CPC, CIA Review results of survey and prioritize focus areas discordant Survey Report
November 2017 | CPC, CIA, PC Develop meeting agenda with goals and outcomes couples Annual meeting agenda

Abbreviations:

ARV —Antiretroviral (medications)

COC - Continuum of Care Committee

EIRCs — Early Intervention & Retention Collaboratives
NEMA — Newark EMA

PrEp — Pre-Exposure Prophylaxis

RW — Ryan White

CIA — Consumer Involvement Activities

CPC - Comprehensive Planning Committee
HERR - Health Education and Risk Reduction
PC — Planning Council

Ql — Quality Improvement

VLS — Viral Load Suppression

CM — Case Management (Non-Medical)
CQM - Clinical Quality Management

MCM — Medical Case Management
PDSA — Plan, Do, Study, Act

REC — Research and Evaluation Committee
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2015 -2021 NHAS Goal #4:
2015-2021: Newark EMA Goal #4

2015 -2021 SMART Objective (NEMA #4A):

NHAS GOAL #4 (Cont.)

Achieving a More Coordinated National Response to the HIV Epidemic

Coordinate NEMA located care and treatment and prevention services annually
including the framework of the HIV Prevention Continuum (HPC)

Convene a meeting of care and treatment and prevention groups annually

Strategy: Increase the coordination of HIV programs across the Federal government and between
Federal agencies and State, territorial, Tribal, and local governments. Ensure coordinated
planning and program administration.

Timeframe Respon3|ble Activity Targe_t Data Indicators
Parties/Resources Population

March 2018 CPC, CIA, PC Identify existing prevention and care and treatment All four List of prevention, care

meetings for collaboration within NEMA populations and treatment providers

June 2018 CPC, CIA, PC Establish a relationship with existing statewide (MSM, Youth, List of partners and

prevention groups by attending their meeting and 45+, women of collaborators
marketing NEMA annual meeting color) with

July 2018 CPC, CIA, PC Schedule annual meeting and invite care and addition of Attendance records

treatment and prevention providers discordant
couples

Abbreviations:

ARV —Antiretroviral (medications)
COC — Continuum of Care Committee

EIRCs — Early Intervention & Retention Collaboratives
NEMA — Newark EMA

PrEp — Pre-Exposure Prophylaxis

RW — Ryan White

CIA — Consumer Involvement Activities

CPC - Comprehensive Planning Committee
HERR - Health Education and Risk Reduction
PC — Planning Council

Ql — Quality Improvement

VLS — Viral Load Suppression

CM — Case Management (Non-Medical)
CQM - Clinical Quality Management

MCM — Medical Case Management
PDSA — Plan, Do, Study, Act

REC — Research and Evaluation Committee
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B. Collaborations, Partnerships, and Stakeholder Involvement
1. Contributions of Stakeholders and Key Partners in Development of the Plan

The Newark EMA Integrated HIV Prevention and Care Plan included input from all Ryan White Parts (A-
D, F), prevention services including counseling and testing, and most importantly consumers.

The development of the Integrated Plan was assigned by the Newark EMA HIV Health Services Planning
Council to the Council’s Comprehensive Planning Committee (CPC). The CPC has 30 regular members.
Included in the membership are representatives of Part A service providers and agencies, recipients of
funding from Part B, HIV prevention agencies, New Jersey Medicaid, consumers, and community
advocates. The Grantee is also an active “non-voting” member of the CPC. A consultant was engaged to
facilitate the process and prepare the Integrated Plan.

The CPC took the leadership role. Each of the Council’s committees were charged with assisting in
development of the Integrated Plan, and specifically identifying goals, objectives and activities to be
included to address the goals of the NHAS 2020 from their perspective. The structure of the Planning
Council’s committees is such that at every meeting a representative of each of the three other
committees provides a report of the recent deliberations and input into the business at hand, in this
case, development of the Integrated Plan by the CPC. Following this process, the Continuum Of Care
(COC) Committee, which includes representatives from RWHAP Part C and Part D funded agencies as
well as additional consumers and prevention-funded agencies, provided input into development of the
Integrated Plan. Also, the Research and Evaluation Committee (REC) coordinated the 2016 Needs
Assessment with the CPC and Integrated Plan, and the Consumer Involvement Activities (CIA) identified
high need services and service gaps.

The Integrated Plan was a standing agenda item for the Council and its committees during 2015-2016.
As new issues related to HIV prevention and care and treatment were raised during Council and
committee meetings, they were added to the goals/objectives checklist for Integrated Plan. The CPC
would review these items and develop a list of appropriate activities, responsible parties, and metrics.

The Executive Director (ED) of the Planning Council is a member of the NJHPG and Issues Committee.
He provided input regarding state level deliberations on the statewide Integrated Plan.

The Research and Evaluation Committee (REC) made plans for conducting the 2016 Needs Assessment.
To avoid duplicating the efforts of the NJHPG and its needs assessment and Statewide Coordinated
Statement of Need (SCSN), the REC relied on regular reports from the Planning Council ED regarding
NJHPG needs assessment. The PC ED advised of SCSN scope of work and target populations. In
response, the REC reviewed RWHAP Part A/F CHAMP data on the target populations which would be
appropriate for the Newark EMA 2016 Needs Assessment.

It was reported that the NJHPG Needs Assessment/SCSN would encompass needs assessment
activities for young gay and bisexual men, transgender and for African American women and
Latinas. Based on this information, the REC decided it would incorporate these findings into the
Newark EMA Integrated Plan and would focus the 2016 needs assessment on a broad survey of
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consumers regarding knowledge of Viral Load, Viral Load Suppression (VLS) and maintaining HIV
health, and medical visits/Retention In Care (RIC).

2. Stakeholders and Partners Not Involved in the Planning Process

The Newark EMA engages many consumers and prevention agencies throughout the EMA in its planning
through the Planning Council committees and Grantee-mandated regional Early Intervention and
Retention Collaboratives (EIRCs) including prevention and care and treatment members. In 2015-2016
we have had the most consumer participation in the Planning Council and especially its four
committees. The Consumer Involvement Activities (CIAs) are 100% consumers who meet early evenings
once a month and provide input into how their health and living issues are affected by — and affect - HIV
services or lack thereof. The most important activity this year was the identification of service barriers
and ranking of service needs by a group of 40 consumers at the July 2016 CIA meeting. This input and
rankings directly affected service priorities and resource allocations for FY 2017.

The partners not directly involved in the planning process where the numerous agencies who receive
modest amounts of prevention funding from the CDC and NJDOH. The barrier to this participation is
that there is no overarching or single body that coordinates these prevention agencies and facilitates
communication between the HIV Prevention Continuum and the HIV Care Continuum in the Newark
EMA similar to the Part ARWHAP. To address this participation issue, a recommendation for Year 2017
and beyond is for the EMA to identify its HIV Prevention Continuum. This will be done specifically at the
regional level through the EIRCs. The findings will be compiled and the system develops to reflect the
HIV Prevention Continuum (HPC) in the Newark EMA. This HPC will be a work in progress over the five
years of the Integrated HIV Prevention and Care Plan.

3. Letter of Concurrence

The annual letter of concurrence is found in Attachment 2 of this document.

C. People Living With HIV/AIDS (PLWHA) and Community Engagement

1. How the People Involved in Developing the Integrated HIV Prevention and
Care Plan Reflect the Epidemic in the Newark EMA.

By Federal Law governing Part A RWHAP, the Newark EMA HIV Health Services Planning Council
membership is required to consist of 33% consumers, that is, persons living with HIV and AIDS disease
(PLWHA). These individuals must be “nonaligned”, meaning that they cannot be employed by an agency
that receives funding from RWHAP Part A. Achieving this mandated participation has been a challenge
over the past years as PLWHA become healthier and are employed, but the Planning Council has been
able to recruit and maintain 33% PLWHA. These consumers must also be “representative and reflective’
of the epidemic, which they are. (Representation and reflectiveness must be reported to HRSA HAB
annually.) For 2015 and 2016, the period covered by the development of this plan, the Planning Council
(PC) members represented the HIV epidemic in the Newark EMA. That is, they were predominantly
Black/African American and Hispanic/Latino, both male and female, all ages but predominantly age 45
and older, exposure category of heterosexual transmission and MSM, with geographical representation

7
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of Essex (70%), Union (21%) counties, and Morris/Sussex/Warren region (9%). Through their
participation on the PC, PLWHA were able to review and provide input into the planning activities of the
Integrated Plan.

In the Newark EMA, PC members are required to be a member of at least one of four PC Committees. In
this way, PLWHA become knowledgeable and have input into the more detailed functions and
operations of the PC. For the Integrated Plan, all committees were involved in development of
component parts of the Plan. Through this participation at the committee level, PLWHA who were
Council members had direct input into the Integrated Plan.

In addition, over the past few years, the Planning Council has made a top priority the recruitment and
engagement of PLWHA into the Council committees - as a way to both get broad consumer input and to
identify potential candidates for the PC (which is needed due to high turnover due to employment and
losing “non-aligned” status). Each member of the PC and its committees (both consumer and non-
consumer members) was encouraged to bring one consumer to their respective committees. These
efforts have had tremendous return on investment and have increased consumer representation on all
committees to high levels. In addition, the new Consumer Involvement Activities (CIA) provide input
directly from all consumers into all aspects of planning Council functions, including planning, priority
setting, and resource allocation.

In conclusion, representatives of the Planning Council, and committees, reflect the HIV epidemic in the
Newark EMA in terms of geographical distribution, race/ethnicity, gender, age, and exposure category —
and these characteristics were representative throughout the planning process for the Integrated Plan.

2. How PLWHA Contributed to the Development of the Integrated Plan

PLWHA contributed to the development of the Integrated Plan as described in (1) above. That is,
through participation on the Newark EMA HIV Health Services Planning Council when the plan was
developed, participation on the PC committees which did intensive work on the plan’s objectives and
activities, by PLWHA identifying service priorities and service gaps directly, and identifying systems
needed to help address these service gaps and improve health outcomes.

Participation was done via the Planning Council meetings, and meetings of the following Newark EMA PC
committees: Comprehensive Planning Committee (CPC): Continuum Of Care (COC) Committee, Research
and Evaluation Committee (REC), and the all-consumer Community Involvement Activities (CIA).

The Newark EMA Integrated Plan also relied on input and findings from the New Jersey HIV Planning
Group (NJHPG) Issues Committee. These consumers enabled the Newark EMA to obtain broader input
on issues that could not be studied directly by the EMA due to time and resource limitations. There
were four self-identified consumers participating in the Issues Committee during the development of
the statewide plan. They contributed to identification of target populations to study, reviewed and
made recommendations related to the questions for the focus groups. In addition they, and other
Issues Committee members, reviewed the recommendations made by the Gay Men’s Health Committee
and the Part D providers. Consumers were included in the discussion and voting related to the
continuation of the Transgender focus groups and adding the data into the Integrated Plan.
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3. Methods Used to Engage Communities of PLWHA and Those At Risk for HIV

The Newark EMA engaged communities of PLWHA and those at risk for HIV via direct input from PLWHA
at the Planning Council and PC committee meetings. One third of PC members are consumers reflecting
the epidemic in the EMA and there is a broader representation of PLWHA at the committee level. There
was ongoing input about their needs systems challenges and recommendations which was incorporated
into the Integrated Plan. In addition, many Part A agencies also receive prevention and counseling and
testing funding and serve at risk populations. They provided input from the perspective of prevention
education and activities, and what SMART objectives were needed to create a seamless continuum of care
between HIV testing, diagnosis and the HIV Care Continuum. These partners will be crucial in planning
and implementing the new HIV Prevention Continuum (HPC) from 2017-2021 in the EMA.

We also received direct input from consumers via the 2016 Needs Assessment and previous
assessments and updates. In the 2016 Needs Assessment, we conducted a consumer survey of 848
consumers regarding Viral Load Suppression (VLS) and Medical Visits and Retention In Care (RIC) which
identified the gaps and follow up services needed to increase RIC. We also conducted a survey of 33 (of
66) individuals who entered the RWHAP system in 2015 with a diagnosis of Stage Il HIV — AIDS aka “Late
Testers”. These individuals identified the barriers to testing, the reasons they ultimately got tested for
HIV and provided input into how to strengthen the system between prevention education and HIV
testing and linkage to care. In addition, we held a major Consumer Involvement Activity where HIV+
individuals identified their major service needs and service gaps (housing!). This information was used
to establish service priorities and resource allocations, and will be used in conjunction with information
regarding housing subsidies identified in Section |, to improve health outcomes. We also conducted a
focus group on oral health and individual barriers to accessing this important health service.

The EMA also relied on indirect input from PLWHA participating in focus groups conducted by the New
Jersey HIV Planning Group (NJHPG) for the Statewide Integrated Plan. Most important were results of
young gay and bisexual male focus groups conducted by the Gay Men’s Health Committee, in which
participants discussed PrEP. Each of the communities had different experiences with PrEP even though
they had all had PrEP education from participating in drop-in center programs. They were interviewed
in a safe environment and were able to talk openly about their concerns about and experiences with
PrEP, and the questions they still had about PrEP. This information will be invaluable in planning future
PrEP curricula and educational programs. One of the biggest problems identified in the focus groups is
that individuals who want PrEP find it is difficult to find a physician to prescribe PreP. Those who find a
physician often find physician’s stigmatizing the consumer for asking for PrEP. This information may not
have reached the NJHPG as soon as it did if consumers had not been asked to discuss the topic during
focus groups.

NJHPG used RWHAP Part D providers (serving women and children) to assess barriers to care for Latinas
and African American women and was an important way of getting information from individuals who
provide direct care within 7 areas of the state. These providers have intimate knowledge of the barriers
faced by young women with children in entering into care and remaining in care. This information from
across all regions of the State related to their barriers to care and retention in care for women of color.
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4. How Impacted Communities are Engaged in the Planning Process

Impacted communities in the Newark EMA are largely African-American (both male and female),
individuals age 45 and older, MSM of Color which is an emerging community, and youth. These
communities are engaged in the planning process through the methods discussed above — participation
in the Planning Council, participation in PC committees, and through meetings and events of the
Consumer Involvement Activities (CIA).

The annual Newark EMA Needs Assessments (full assessment and updates) include consumer surveys,
focus groups, and town hall meetings and other venues that specifically solicit input about needs and
priorities of impacted communities. These results are analyzed, reviewed, discussed, and are used for
input into overall planning. Importantly, consumers at the committee and Council level cite these needs
and results and ensure that they are included in the planning process.

The challenge for the Newark EMA and all planning regions nationwide, is gathering the input of youth —
individuals age 13 to 24. They typically do not participate in standard consumer surveys or focus groups
run by “older” adults. We engage these communities via agencies within the EMA who receive both
RWHAP Part A funding and prevention and other funding. These agencies often host drop-in centers for
youth, youth prevention services, services for young LGBTQ individuals, and often conduct focus groups
and other youth forms including social media for this young client population. These agencies
contribute to the results of this community-based research into the planning activities on an ongoing
basis and contributed most recent findings to development of the Integrated Plan.
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SECTION Illi: MONITORING AND IMPROVEMENT

A. Process for Regularly Updating Planning Bodies and Stakeholders on
Plan Implementation, Using Stakeholder Feedback for Improvement

As a Ryan White Part A Eligible Metropolitan Area (EMA), the Newark EMA has been developing,
implementing and monitoring the Comprehensive Plan as required by federal law since the inception of
the Ryan White HIV/AIDS Program in 1991. We have established and revised a process for monitoring
progress and evaluating results. The Newark EMA will update and follow this process for monitoring
progress of the Integrated HIV/AIDS Prevention and Care Plan, modified as needed.

Updating of the Planning Bodies and stakeholders will be done by the entities responsible for the
Integrated Plan workplans discussed in Section Il. The process is summarized below.

Table 15: Process for Updating Stakeholders and Stakeholder Feedback for Improvement

Timeframe

Stakeholders

Year 1-2017

January — March 2017 — Baseline Data

Grantee — Provides baseline data report to Council committees & EIRCs and overview of Year
1 strategy to Planning Council.

PC, Committees, EIRCs — Feedback to grantee re data, questions.

Grantee — provides final data and reports to PC & committees & EIRCs.

February-December 2017 — Reporting to Provider/Agency Stakeholders

PC Committees and Grantee — provide updates to PC re progress on annual workplan
EIRCs — provide quarterly reports on collaboration between prevention & care & treatment
& HIV Prevention Continuum and HCC to grantee (who incorporates into Grantee reports).
EIRCs include stakeholder RWHAP and prevention agencies.

EMA CQM Committee — identifies PDSAs for issues. Reports results to PC, committees,
EIRCs in October — December.

Incorporate stakeholder feedback immediately, asap, or in next program year as feasible
appropriate.

March-September 2017 — Consumer Feedback

Consumer stakeholders — Report impact of RW and prevention services through Consumer
Involvement Activities, public testimony at PC meetings. 2017 Needs Assessment includes
consumer survey of services, HCC and HPC, etc., focus groups, town hall meetings (Final
topics & methods to be determined). Results of consumer feedback and needs assessments
are incorporated into HCC, HPC, services and plans for upcoming year.

Feedback of findings and recommendations to PC, committees and Grantee through NA
reports, committee reports. Etc., using existing feedback mechanisms.

April, July, October 2017 (or July 2017) — Progress Reports

Grantee — Quarterly and/or semiannual report to PC regarding progress.

Grantee and PC Committees — Mid-year report on progress at All Provider-meeting. (Month
to be determined, consistent with current scheduling.)

Years 2 - 5:
2018 - 2021

January — March 2018, 2019, 2020, 2021 (Update baseline data with new results)
Grantee — Provides progress report updating the baseline data report to Council committees
& EIRCs and overview of Year 2 strategy to Planning Council.
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Timeframe Stakeholders

PC, Committees, EIRCs — Feedback to grantee re data, questions.
Grantee — provides final data and reports to PC & committees & EIRCs.

Reporting to Providers/Agencies, Consumer Feedback (via committees, public testimony,
needs assessments), progress reports continues per above schedule or revised schedule.

In addition to the reporting and feedback shown above, there may be times when feedback could or
should result in a modification to the plan. The Newark EMA sees the Integrated Plan as a living
document which establishes a structure and proposed activities, but which can be adjusted as needed.
If the EMA is informed about a new intervention or system change that will provide better HIV
prevention or care and treatment services, it will be researched and presented by the Council or
Grantee. If there is consensus among stakeholders that the new items should be incorporated into the
Integrated Plan, it will be presented to the stakeholders at regular meetings, voted, and incorporated
into the plan and workplans across the EMA.

B. Plan to Monitor and Evaluate Implementation of Goals and SMART
Objectives from Section Il

Monitoring Structure

It has been the expectation and practice in the Newark EMA that monitoring and evaluation of the
statutorily-required comprehensive plan should occur routinely as an integral part of the work of the
Planning Council and its committees. This is because the comprehensive plan has been one part of a
continuous process involving needs assessment, development of comprehensive plan, priority setting,
resource allocation, development of annual plan, implementation, and evaluation. Monitoring and
evaluation of implementation of goals and SMART objectives occurs at level of Grantee (Recipient) via
committees (EIRCs, CQM, and CHAMP CLD) and Planning Council via its committees. Committees report
findings and progress to the Grantee and Council who then provide feedback and follow-up direction.
This process will continue for monitoring implementation of the Integrated Plan with more EMA-wide
coordination.
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Figure 13: Newark EMA Integrated Plan Monitoring Structure

Lead Entity Monitoring Entities

Grantee (Recipient)
City of Newark

Early Intervention and Retention Collaboratives (EIRCs)
Care & treatment & prevention agencies (testing, others)
4 EIRCs: 2 in Essex County, 1 in Union County, 1 in Morris,
Sussex, Warren County region

Newark EMA Quality Management Committee
(RWHAP, PC, consumers, AETC, consultants)

CHAMP CLD system. Provides outcome and performance
data on HCC for EMA, providers, target populations.

Newark EMA HIV Health
Services Planning Council

\ Comprehensive Planning Committee (CPC)
Executive Committee (Integrated Plan, Priority Setting & Resource Allocation)

Continuum of Care Committee (COC)
Standards of Care, Core Medical Services, Support Services,
Substance Abuse, Care & Treatment

Research & Evaluation Committee (REC)

(Needs Assessment, Assessment of Administrative
Mechanism, Health Outcomes, Process Evaluation &
Research)

Consumer Involvement Activities (CIA)
(ALL POPULATIONS)

Monitoring Plan

Comprehensive planning, monitoring and evaluation will occur within the existing planning and service
delivery structures to best facilitate completion of goals, objectives and activities. As shown above, this
structure includes the Planning Council and committees and the Grantee and its committees.

The Council and its standing committees are charged with developing a workplan each year which
ensures that the committee work and thus Council work will be completed. These committee workplans
will be the tools to ensure completion of objectives and activities of the Integrated Plan 2017-2021. The
Grantee’s committees will follow this approach and develop workplans for the calendar year. The
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SMART objectives and activities will be incorporated into each workplan based on the responsibility/
resources indicated in Section Il.

e Grantee and Council staff will be responsible for gathering data on each committee’s progress
which will facilitate monitoring.

e The Comprehensive Planning Committee will be responsible for oversight and monitoring of
completion of the Integrated Plan 2017-2021.

The Monitoring and Evaluation Plan consists of the following components. Monitoring and evaluation
will be performed by the Grantee’s committees and Council’s committees at their regular meetings.

1. Annual Committee Workplan/Action Plan. An annual workplan/action plan in table or grid
format will be developed for each committee which contains the relevant Integrated Plan
activities to be completed by that committee during the calendar year. Each committee will
review progress at meetings and check off items as they completed. This will constitute the
minimum workplan for each committee.

These annual workplans/action plans have been developed by the Planning Council’s
committees for many years as tools to monitor completion of activities in the Comprehensive
Plan. The Grantee staff will provide assistance to the EIRCs and QM Committee in developing
the annual workplan/action plan. All EIRCs will have the same workplan template for their
activities, but will be customized to reflect the care and treatment and prevention resources
within the four geographical regions. The EIRC work plans will have standard deliverables and
timelines for submitting the deliverables.

2. Integrated Plan monitoring as a standing agenda item for all committees. Every committee
will include Integrated Plan monitoring as a standing agenda item. This will ensure that
monitoring is completed, and will also provide an opportunity for discussion of the implications
of each action item (policy, data, etc.) and allow the committees to recommend changes to the
Action Plan if needed. There may be local, state and federal policy changes, changes in
consumer needs, and changes in the health care and funding environment. Through this
process, committees can recommend changes to the Annual Action Plan and corresponding
changes to the overall Integrated Plan if needed.

Any recommendations that impact the overall Integrated Plan or EMA-wide goals and SMART
objectives for the year will be raised to the Grantee and Planning Council for follow up.

3. Expanded Use of CHAMP CLD for Agency Monitoring and Evaluation and Reporting — By
Outcome Measure and at each Point of the HIV Care Continuum (HCC).
CHAMP has evolved into an extensive data base collecting demographics, health outcome and
service information for HIV+ clients receiving RWHAP services including those with health
insurance (private and Medicaid Expansion) through the ACA. Data reported for the RSR is only
a fraction of what is available on CHAMP.
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e Provider-Specific Monitoring and Evaluation Reports. Providers/agencies have access to all
of their CHAMP data to monitor individual agency and EMA-wide performance on the
Integrated Plan. CHAMP reporting capability — standard reports and ad hoc report queries —
helps agencies assess their performance on the Integrated Plan goals as well as performance
on quality management indicators. Results enable agencies to make improvements
internally and improve service quality. There will be ongoing training on Ad Hoc reporting
and use of CQM reports, and system improvements in response to agency input and
recommendations. The Grantee will ensure that CHAMP remains responsive to EMA needs
for monitoring and evaluation of the Integrated Plan.

e Linkage to Care/Early Intervention Service (EIS) reports will be produced showing the
numbers of newly-diagnosed individuals who entered care by target group and stage of HIV
disease (including Stage Ill AIDS), and those linked within one month, 3 months and longer.
Clients linked to care after 30 days/90 days will be identified and referred to EIRCs to
identify reasons, service system issues, and methods for performance improvement.
Results will be trended over the 5 years of the Integrated Plan.

e Ryan White Service Utilization reports — cross referenced to HCC outcome measures - will
help providers and planning groups (PC committees, EIRCs) identify the services used by
RWHAP clients and target groups including the newly-diagnosed and to help assess the
effectiveness of these services for retention in care.

4, Integrated Plan Progress “Dashboard” or HIV Care Continuum by Target Population. A
monitoring goal in the Newark EMA’s past comprehensive plans was development of a Progress
“Dashboard” or summary tables or graphs to show [quantitative] progress on the goals and
objectives of the EMA’s previous comprehensive plans (2012-2014). Due to workload and other
priorities, this project was never completed.

The Newark EMA will try again to develop this dashboard for the Integrated Plan, but maybe
focus on the RWHAP HIV Care Continuum by target population. The first dashboard for 2017
will be a baseline containing data for 2016 to the extent available. Subsequent dashboards will
present updated, current data. The goal is that the Dashboards will be updated regularly
depending upon the availability of underlying data, but at least annually.

5. Incorporating Prevention Data and Performance into Monitoring and Evaluation — HIV
Prevention Continuum (HPC). The National Ryan White Conference (NRWC) held August 23-26,
2016 emphasized the HIV Prevention Continuum (HPC) in addition to the HIV Care Continuum
for the RWHAP. This was a new concept for the EMA which is focused on care and treatment.

Understanding this HPC within the Newark EMA can be an organizing framework for work done
at the EIRCs — what happens to individuals who test HIV negative and do not need to be linked
to care -and to identify activities and outcomes of HIV negative individuals at high risk for HIV.
For example, the regional EIRCs may be able to obtain EMA-wide data on the NJDOH Linkage to
Care Coordinator project and PrEP counselors which is available only statewide from the NJDOH.
This is a new activity and will be a work in progress during 2017-2021.
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C. Strategy to Use Surveillance and Program Data to Improve Health
Outcomes along HIV Care Continuum

Use of Surveillance Data

The Newark EMA uses HIV surveillance data in two ways: (1) to determine the size and demographics of
people living with HIV/AIDS as required by federal law, and (2) to develop a diagnosis-based HIV Care
Continuum (HCC) for the Newark EMA. The EMA relies on annual surveillance data of the prevalence of
persons living with HIV/AIDS (PLWHA) published by the New Jersey Department of Health (NJDOH) for
counties and municipalities so that we can complete an annual Epidemiological Profile which includes
analysis of trends in HIV by demographic group and exposure category and geographic area within the
EMA. This Profile serves as the basis for annual service priorities and resource allocations. EMA-specific
surveillance data are also used to develop the annual jurisdictional HCC, which is compared to HCC in
prior years to assess overall improvements in key outcomes of linkage to care, retention in care, and
viral load suppression.

The EMA also uses statewide HIV surveillance data for subpopulations as presented by NJDOH at the New
Jersey HIV Planning Group (NJHPG). The NJHPG has an annually scheduled presentation by the director of
the Division of HIV, STD and TB Services (DHSTS) Epidemiologic Services Unit which includes a general
surveillance presentation and data on specific populations, most recently, infection rates for young gay
and bisexual men, transgender infection rates and trends over time for infections by behavioral risk. These
focused data help fill in the gaps about HIV risk and trends among subpopulations, which is not provided at
the EMA level, and help in service planning.

NJDOH provides the EMA (all Part A jurisdictions) with data needed for the annual Ryan White grant
application, most notably, annual surveillance data estimating unmet need. (Unmet need data had been
provided by county which enabled better analysis, planning and service targeting, but no longer.) HIV
incidence data has not been available for the Newark EMA since 2014, since it is no longer required by
HRSA HAB for the annual Ryan White Part A grant application.

The HIV surveillance data and trends help the EMA focus on populations to be targeted, which is done
using RWHAP program data.

Use of Program Data

RWHAP program data are collected daily by the Newark EMA CHAMP client level database (CLD) as
services are delivered. CHAMP collects all data required for the RSR and all data to compute HAB
outcome measures — core, all clients, adolescent/adult, medical case management, universal, and
additional custom indicators. This has been done since 2008 when HAB published the outcome
measures, which were updated in 2013. The CHAMP system produces Performance Reports of all of
these outcomes both EMA-wide and by provider and service agency which are measured for the
preceding measurement year for periods ending February, April, June, August, October and December.
Agencies can request ad hoc reports which are used for performance improvement.

Since 2008 the Newark EMA and all Part A providers have participated in the New Jersey Cross Part
Collaborative (NJCPC), a five-state project initiated by HRSA HAB to improve performance outcomes and
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specifically viral load suppression (VLS) across all Ryan White Parts in the state. For two years all parts
(EMA, TGA’s, providers) reported VLS and other outcome data bimonthly which was aggregated and
reported to HAB. The NJCPC continued to meet and in 2013 was selected by HAB for another Cross Part
cycle — the HIV Care Continuum Cross Part Collaborative or “H4C”. We were required to collect and
report data on four indicators in the HCC — VLS, prescribed anti-retrovirals, medical visit frequency, and
gap in medical visits — by four “disparity” categories — race/ethnicity, gender including transgender, age
category, and state-specific category which was health insurance status for New Jersey. We developed
and used a specific extract and reporting system for CHAMP which allows the EMA to capture data on
outcomes, demographics, socioeconomic status (income/poverty, insurance) by any subpopulation.
This special CHAMP reporting system will be used to produce data needed to measure baseline data
and improvement along the HCC for all populations and counties/regions/municipalities in the EMA
for the Integrated Plan.

Target Populations

The Newark EMA will attempt to measure data and outcomes for all of the target populations proposed
for 2017-2021 by the relevant entities including New Jersey (Statewide, NJDOH and NJHPG), and the
HRSA HAB National Quality Center (NQC) Initiative which will target disparities by population beyond

those in the H4C initiative. The target populations are listed below.

Table 16: Target Populations to be Monitored by Newark EMA 2017-2021

Scope of Integrated Plan Target Populations

Newark EMA e Youth
e MSM of Color
e Persons Age 45 and Older

New Jersey e Gay, bisexual men (and other men who have sex with men) with an
emphasis on black gay and bisexual men, and all youth

e Latinas and African American women

e Black and Hispanic populations

e Transgender individuals with an emphasis on black transgender

individuals
HRSA HAB/NQC Disparity (Tentative — Final Populations to be determined)
Initiative e Youth
e Young MSM

Transgender women (Male to Female)
African Americans (both male and female)

Similar to the NJDOH and NJHPG New Jersey Integrated Plan, the EMA will also focus on top 10 cities
with the highest [prevalence of] HIV/AIDS.

Outcome Assessment, Impact on Service Quality, Strategic Planning
The vision for the Newark EMA Integrated Plan 2017-2021 is achieving universal viral suppression. The

Integrated Plan provides steps toward this result via the National HIV/AIDS Strategy 2020. The Plan
incorporates the changing healthcare landscape which includes the impact of the Affordable Care Act



Newark, New Jersey Eligible Metropolitan Area (EMA)
Integrated HIV Prevention and Care Plan 2017-2021
SECTION IlI: MONITORING AND IMPROVEMENT Page 89

and Medicaid Expansion on PLWHA, and continued assurance that gains and improvements in health
outcomes made through the RWHAP will be continued for the newly-insured. Surveillance and program
data will be used to assess outcomes, measure improvement which will be the result of changes in the
quality of RWHAP services, and assist in strategic planning to target additional populations and
subpopulations, by demographics, socioeconomic status and geography.

Baseline profiles -2016. In early 2017 for CY 2016, CHAMP will produce baseline profiles and HCCs
(within RWHAP) for all target populations. These will serve as the starting point for assessment of
current outcomes and services. The profiles will be distributed by the Grantee to all partners in the Plan
— Planning Council and committees, the EIRCs, the CQM Committee.

Progress Reports and Updates. The Grantee will be collecting performance outcomes on the target
populations throughout the year in the bimonthly CHAMP Performance Reports and CHAMP special
reporting. This will be an internal tracking system in the beginning (2017). At a minimum, the Grantee
will produce an Interim Progress Report either in September 2017 with final data as of June 30, 2017 or
in November 2017 with final data as of August 31, 2017. The timing of the interim progress report will
depend on a number of factors, including the implementation of workplan activities, sufficient time to
see change, data received (whether the data show changes), etc. An Annual Progress Report will be
produced in March 2018 for final data for CY 2017. For subsequent years, reporting schedules and
additional reporting will be determined as the EMA progresses with the workplans.

Impact on the Quality of the HIV Service Delivery System and Strategic Long-Range Planning. Since
1991, improving the quality of the HIV service delivery system has been a coordinated effort between
the Grantee, Planning Council and committees, agencies providing services, and consumers and users of
services. This partnership has become closer, more engaged and more responsive since implementation
of the Affordable Care Act in 2014, particularly with involvement of NJDOH and the New Jersey
Medicaid Division and its regional representative. Our goal remains to provide a seamless system and
continuum of care that ensures engagement and retention of PLWHA and optimal health outcomes.

The quality of HIV service delivery and strategic planning is done by the Grantee through agency-specific
technical assistance, programmatic/fiscal monitoring, innovative projects, the annual Request for
Proposals, and EMA-wide All Provider meetings providing best practices and policy and programmatic
direction and leadership. Throughout the year, the Planning Council and its committees obtain input
from consumers and providers on barriers to services, problems and best practices, which are
incorporated into service standards and service priorities and resource allocations and directions to the
Grantee for services. The meetings are interactive between consumers, providers, the Council and
Grantee, which allow all participants and representatives to identify emerging issues which can be
incorporated into services and the service delivery system.

The Progress Reports and results of the SMART objectives in the Integrated Plan will be reported to all of
these groups. Recommendations for improvement in the quality of services will be solicited and
incorporated where possible. Where needed, new or changed directions of programs will be
incorporated as well into future plans and strategies for service delivery.



Newark, New Jersey Eligible Metropolitan Area (EMA)
Integrated HIV Prevention and Care Plan 2017-2021
SECTION IlI: MONITORING AND IMPROVEMENT Page 90

In the upcoming five year planning period, the Newark EMA will continue to:

e Implement the NHAS 2020.

e Monitor the impact of the changing healthcare landscape and adapt the RWHAP accordingly to
ensure that the maximum number of PLWHA are retained in care regardless of insurance status
and continue to achieve viral suppression.

e  Focus on health disparities and the Newark EMA Continuum of Care.

e Strengthen collaborations and partnerships especially with the prevention agencies to maximize
the impact of the HIV Prevention Continuum in the EMA.

e Make viral suppression the EMA-wide goal and the center of all Quality Management activities.
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Figure 10: Distribution of PLWHA by 5 Largest Cities and Rest of NEMA
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Table 2: PLWHA in EMA’s Five Largest Cities

City PLWHA % NEMA
Newark 5,750 41.7%
East Orange 1,421 10.3%
Irvington 979 7.1%
Elizabeth 1,146 8.3%
Plainfield 527 3.8%
TOTAL 9,823 71.2%
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TRENDS in HIV/AIDS Data 2006 to 2015

Findings Re Trends'

e Total PLWHA - The HIV epidemic in the Newark EMA saw a slight decline of -157 (-1.1%) to
13,801 as of 12/31/15, down from 13,958 as of 12/31/14. This is due to a change in CDC’s
method of determining current residence, which resulted in a decline of over 800 in PLWHA
statewide.? The EMA’s decline reflects the CDC data adjustment.

e Gender — The percent of female PLWHA is declining within the total epidemic — from 40% in
2009 to 37% in 2014 and in 2015. Male percentage is increasing, as the EMA’s epidemic is
slowly becoming like the state and national epidemic.

e Race/Ethnicity — The epidemic consists of a majority (87%) of racial/ethnic minority
population. However, the demographics continue to shift. As a percent of PLWHA, there was a
decline from 74% to 66% among African Americans and an increase from 14% to 21% among
Hispanic/Latinos 2006-2015. There has been no change among NonHispanic Whites and Other.

e Age —The EMA continued to experience an aging epidemic, with 37% of PLWHA age 55 or older
and 71% older than age 45. PLWHA age 35-44 dropped from 32% of the epidemic in 2006 to
16% in 2014. However, the younger PLWHA remained constant with those age 25-34 at 10% of
PLWHA and Youth age 13-24 at above 3% of PLWHA. Pediatric cases are 0.2% of the epidemic.

e Transmission Mode

0 Males — The transmission mode for males has changed dramatically in the Newark EMA.
The leading cause in 2006 at 31% — Heterosexual — has dropped to #2 at 29% in 2015.
The 2™ leading cause — IDU — dropped from 28% in 2006 to 17% in 2015 and is 3™. In
2015 the leading transmission mode is MSM at 34%, up from 24% in 2006.

0 Females — There has been minimal change in transmission mode for females from 2006
to 2014. Heterosexual remained #1 rising from 61% to 66% and IDU at #2 declined from
28% to 20%. The decline in IDU corresponds to trends among males and the decline in
injection drug use in the EMA. The substance abuse epidemic continues in the EMA, but
primary methods of use are snorting, sniffing and other non-injection modes.

e Geography — The epidemic continues to slowly spread outside of Essex County to Union County
and the Morris, Sussex, Warren region. From 2006-2015, the percent of NEMA PLWHA in Essex
County declined from 74% to 71%, increased in Union from 19% to 21% and increased in the
Morris, Sussex, Warren region from 7% to 9%.

0 Likewise, although the EMA epidemic is concentrated in its urban areas, the 5 largest
cities (Newark, East Orange, Irvington, Elizabeth, Plainfield) accounted for only 71% or
9,823 PLWHA, down from 72% in 2014.

! Note: NJ Dept. Health did not publish HIV surveillance data by county and municipality (“county and municipal statistics”) for
year ending 12/31/2011.

2N Dept. of Health. New Jersey HIV/AIDS Report December 31, 2015. As of December 2015, over 800 persons previously
reported as living with HIV/AIDS in New Jersey (June 2015 HIV/AIDS Report) were no longer considered New Jersey residents.
This decrease in persons living with HIV/AIDS in New Jersey is an artifact of changes made in the CDC’s method of determining
current residence.
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Figure 11: PLWHA in Newark EMA 2006 - 2015
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Figure 12: PLWHA in Newark EMA by Gender 2006 - 2015
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Figure 13: PLWHA in Newark EMA by Race/Ethnicity 2006 - 2015
80%
74.3%
0% e * 66.4%
I DO Sa— - ——— ®
60%
so% —&—Black, Not Hispanic
= :Hispanic
40% =® :White, Not Hispanic
= & Other/Unknown
30%
20.6%
20% —13-6% - B __.?_—.—————.—
— — — —_— 0 —[= =l ==l
10 - —e— e - -— — -0— - - - —9
11.9% 11.9%
% | k = = =A- = = - = = - = - = = = = A= = = - = = - =
2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

Figure 14: PLWHA in Newark EMA by Age Category 2007 - 2015
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Figure 15: Male PLWHA in Newark EMA by Transmission Mode 2006 - 2015
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Figure 16: Female PLWHA in Newark EMA by Transmission Mode 2006 - 2015
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Figure 17: Distribution of PLWHA in Newark EMA by County/Region 2006 - 2015
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Figure 18: Urban Concentration of PLWHA in 5 Cities in Newark EMA 2006 - 2015
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DATA TABLES 2015

The tables below show the actual data and percentages for the EMA and five counties and Morris,

Sussex, Warren Region. Data are from NJDOH Division of HIV/AIDS.

AS OF DECEMBER 31, 2015

Number Per cent
NEWARK EMA Male Female Total Male Female Total
Disease Category 62.6% 37.4% 100.0%
HIV 4,025 2,511 6,536 46.6% 48.7% 47.4%
AIDS 4,618 2,647 7,265 53.4% 51.3% 52.6%
Total 8,643 5,158 13,801 | 100.0% 100.0% 100.0%
Current Age
<13 15 18 33 0.2% 0.3% 0.2%
13-24 239 147 386 2.8% 2.8% 2.8%
25-34 1,006 409 1,415 11.6% 7.9% 10.3%
35-44 1,315 920 2,235 15.2% 17.8% 16.2%
45-54 2,726 1,838 4,564 31.5% 35.6% 33.1%
55+ 3,342 1,826 5,168 38.7% 35.4% 37.4%
Total 8,643 5,158 13,801 | 100.0% 100.0% 100.0%
Age 45+ 6,068 3,664 9,732 70.2% 71.0% 70.5%
Race/Ethnicity 3,805
Hispanic 1,982 862 2,844 22.9% 16.7% 20.6%
Black, Not Hispanic 5,295 3,874 9,169 61.3% 75.1% 66.4%
White, Not Hispanic 1,271 378 1,649 14.7% 7.3% 11.9%
Other/Unknown 95 44 139 1.1% 0.9% 1.0%
Total 8,643 5,158 13,801 | 100.0% 100.0% 100.0%
R/E Minority 7,277 4,736 12,013 84.2% 91.8% 87.0%
Transmission Category
MSM 2,976 0 2,976 34.4% 0.0% 21.6%
IDU 1,491 1,016 2,507 17.3% 19.7% 18.2%
MSM/IDU 254 0 254 2.9% 0.0% 1.8%
Heterosexual 2,513 3411 5,924 29.1% 66.1% 42.9%
Not Reported/Other 1,409 731 2,140 16.3% 14.2% 15.5%
Total 8,643 5,158 13,801 | 100.0% 100.0% 100.0%
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AS OF DECEMBER 31, 2015

Number Per cent
ESSEX COUNTY Male Female Total Male Female  Totd
Disease Category 60.8%  39.2% 100.0%
HIV 2,810 1,915 4725 | 47.6% 50.2%  48.6%
AIDS 3,093 1,898 4991 | 524% 498% 51.4%
Total 5,903 3,813 9,716 | 100.0% 100.0% 100.0%
Current Age
<13 12 15 27 0.2% 0.4% 0.3%
13-24 189 115 304 3.2% 3.0% 3.1%
25-34 706 314 1,020 | 12.0% 82%  10.5%
35-44 880 702 1582 | 149% 184%  16.3%
45-54 1,819 1,356 3175 | 308% 356% 32.7%
55+ 2,297 1,311 3608 | 389% 344% 37.1%
Total 5,903 3,813 9,716 | 100.0% 100.0% 100.0%
Age 45+ 4,116 2,667 6,783 | 69.7%  69.9%  69.8%
Race/Ethnicity
Hispanic 1,134 540 1674 | 192% 142% 17.2%
Black, Not Hispanic 4,221 3,108 7329 | 715% 815%  75.4%
White, Not Hispanic 496 133 629 8.4% 3.5% 6.5%
Other/Unknown 52 32 84 0.9% 0.8% 0.9%
Total 5,903 3,813 9,716 | 100.0% 100.0% 100.0%
R/E Minority 5,355 3,648 9,003 90.7%  95.7%  92.7%
Transmission Category
MSM 1,886 0 1,886 [ 31.9% 0.0%  19.4%
IDU 1,097 787 1,884 186% 20.6%  19.4%
MSM/IDU 182 0 182 3.1% 0.0% 1.9%
Heterosexual 1,748 2,490 4238 | 29.6% 653% 43.6%
Not Reported/Other 990 536 1526 16.8% 14.1%  157%
Total 5,903 3,813 9,716 | 100.0% 100.0% 100.0%
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September 27,2016

Marean Duarte, Grants Management Officer

Health Resources & Services Administration (HRSA)

Division of Metropolitan HIV/AIDS Programs - Bureau of HIV/AIDS
5600 Fishers Lane, Room 7-89, Parklawn Building

Rockville, MD 20857

The Newark EMA HIV Health Services Planning Council (NEMA) concurs with the following
submission by the Newark Department of Child and Family Well-Being in response to the guidance set
forth for health departments and HIV planning groups funded by the CDC’s Division of HIV/AIDS
Prevention (DHAP) and HRSA’s HIV/AIDS Bureau (HAB) for the development of an Integrated HIV
Prevention and Care Plan.

The Newark EMA HIV Health Services Planning Council has reviewed the Integrated HIV Prevention
and Care Plan submission to the CDC and HRSA to verify that it describes how programmatic activities
and resources are being allocated to the most disproportionately affected populations and
geographical areas that bear the greatest burden of HIV disease. The Newark EMA HIV Health
Services Planning Council body concurs that the Integrated HIV Prevention and Care Plan submission
fulfills the requirements put forth by the Funding Opportunity Announcement PS12-1201 and the
Ryan White HIV/AIDS Program legislation and program guidance.

The Planning Council, through the work and leadership of the Comprehensive Planning Committee (CPC)
along with input from the other Planning Council committees developed the Integrated HIV
Prevention and Care Plan to address goals set forth in the NHAS 2020. The CPC met for several
months to collect, review and discuss data to draft the plan.

The signature below confirms the concurrence of the planning body with the Integrated HIV
Prevention and Care Plan.

Copy: Jack Kelly Interim Director, Newark Department of Health and Community Wellness
Ketlen Alsbrook, Project Director, Ryan White Part A & MAI Program
Joann McEniry, Chair, Comprehensive Planning Committee
Dwight Peavy, Executive Director, Newark EMA HIV Health Services Planning Council
Members, Newark EMA HIV Health Services Planning Council

“To plan for the development, implementation and continual improvement of the health care and treatment services for People Living
With and Affected by HIV & AIDS who reside in the five New Jersey Counties of Essex, Morris, Sussex, Union and Warren.”
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